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TDATE AMENDED

Registration District No. ___

=63-022937

__E:_L_____.Prlmary Registration District No. .‘} .é.ii__llogmnr ‘s No. _g_é_____

STATE FILE NUMBER

AY 2 n nca

faadi ¥

Sullivan

i. PLACE OF DEATH AT

a. COUNTY

2. USUAL RESIDENCE (Where ;hccend lived.
s STATE Migsouri b COUNTY Sullivan

Lf instinution: Raesidence before

admigsion)

b. CITY (}f outside corporate limits, give TOWNSHIP only)

1own Green City

Langth of stay in b

40 years

e iy
1own Green City

inside Limits

Yu& No O

c. FULL NAME OF {1 NOY in hospitel, give location)
HOSPITAL O

INETITUTION. Home in Green City

Intide Limits
Ye;ﬁ No [

d. STREEY
ADDRESS

{}f cutside, give location)
No street address

Reride on Farm

Yes [1 No)[]

3. NAME OF DECEASED
{Type or print}

Firsy

Herbert

Jackson

Middts Last

Goad

4 DATE
vEard  May

Month Day

10

Yeer

1963

5. SEX 4. COLOR OR RACE

7. Merried B Never Married [

4., DAYE OF BIRTH | 7. AGE [last birthday)
Divorced [

IF UNDER 1 YEAR

IF_ UNDER 24 HR

Months Days

Hours Min,

Widowed [

Male White
10a. USUAL OCCUPATION (Glve kind of work done
during most of warking life, even if retired)

rpenter
T3a. FATHER'S NAME

Bdward Jackson Goad

15. WAS DECEASED EVER IN U.5, ARMED FORCES? e

{Yes, no, or Yuenlmnwn) I(IW«, 13 w ‘Jao& dafiof sary

18. CAUSE OF DEATH (Entar only one cause per line for (4), (), and (c).
PART 1. DEATH WAS CAUSED

IMMEDIATE CAUSE {a)

9/7/1904 | 58

10b. KIND OF BUSINESS OR INDUSTRY| 1. BIRTHPLACE (City and state or country)

Construction Mystic, Mo,

13b. MOTHER’S MAIDEN NAME

Sarah Catherine Howell
. INFORMANT

Mrs, Florence Goad, Green City, Mo,

INTERVAL BETWEEN

ONSET gD DEATH

12. CITIZEN OF WHAT COUNTRY

USA

4. NAME OF HUSBAND OR WIFE

Elorence Goad

Address

Y-V wwiry=n 7

Comona

DOCUMENT

Conditions, if any, DUE 1O (b}
which gave rize to
sbove cause (8},
atating the under-
lying cause last.

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal
disease condition given in PART | (s}

DUE TO i«}

PARY 11l 1 decessed was female was
there a pragnancy in last 90 days.

]DYn] O Ne l O Unknown
njury in PART | or PART Il of item 18.)

19. WAS AUTOPSY 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of
PERFORMED

YES [ NO

20c. TIME OF
INJURY

20a. ACCIDENT  SUICIDE  HOMICIDE
a O O

“Hour
a.m.
p.m,

20d. INJURY OCCURRED

.WHILE AT WORK []
NOT WHILE AT WORK ]

21, | attended the deceased frem_duﬂLB—M tﬂ_‘mﬁ nd last saw iy A allve o
Death occurred at ’Mﬂ_ﬂl on th&date stated sbove, and to tha best of my knowledge, frofp the causes stated.
e jDogree o itle) 22b. ADDR| - 22¢, DATE SIGNED
QfA ':D.O.
reen City, Mo,

/1 19
23c. NAME OF CEMETERY OR CREMATORY tate)
Mt, Olivet Cenetery :
. 26, REGISTRAR'S SIGNATURE
S a -3 Mg moa) Peedatt

Month, Day, Year

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD CF

MEDICAL CERTIFICATION

20e. PLACE OF INJURY (0.8-, in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY

farm, factory, street, office bidg., etc.)

22n, SIGNA’

USE BLACK INK
OR
TYPEWRITER RIBBON

) o
. thwn, or county)

“23a. BURIAL, CREMATION, 23d. LOCATION (

235. DATE
REMOVAL (Specify)
Burial 5/12/ 1963

FUBERAL DIRECTOR

ITEM NO.[ SHOULD READ

BY AFFIDAVIT OF

E 25. DATE RECD. BY LOCAL REG

ﬂ.lunuv Embaimer's Statement on Ramu Sm)




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate wes embalmed by me,

Student Embalmer Neo,

or by

working vnder my personal suparvision.

Signature of Student Embalmer -
Licensed Embaime, NO.ML

L4

Student

F.’. Q. Address,

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his QWN HANDWRITING. (Failyre to comply

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign.in his OWN handwrmng
If this body is not embalmed fact should ‘be so stated above.

.




